The need to improve doctors' access to health care by reducing the barriers they experience has been regularly described in the literature, yet the barriers experienced are not well defined, despite the volume of expert opinion in this area.
INTRODUCTION
Doctors are often said to be healthier than the general population because their standard mortality rate is lower. 1 However, doctors have similar rates of chronic illness and have the same preventive health needs as the general community. 2 The literature on doctors' health refers to the need to improve doctors' access to health care by reducing the barriers they experience. [3] [4] [5] This can only be achieved if current understanding of doctors' health-access behaviours and the barriers they experience in accessing this care is adequately informed. As a first step, this article presents a systematic review of the evidence associated with doctors' health-access behaviours and the barriers they experience.
METHOD

Literature search
A systematic search of the literature used the electronic databases MEDLINE ® ) and CINAHL . Keywords were identified through an iterative search strategy, including further search terms as relevant articles were found. Articles were also identified by hand searching citation lists and grey literature. Searches were restricted to articles whose full texts were available in English.
The final search strategy for MEDLINE ® was: ((Physicians/ OR Physicians, Family/ OR Physician Impairment/ OR Internal Medicine/ OR Family Practice/) AND (Self Care/ OR Self Medication/)) OR ((Physicians/ OR Physicians, Family/ OR Physician Impairment/ OR Internal Medicine/ OR Family Practice/) AND (Health Behavior/)).
A similar strategy was used for CINAHL.
Inclusion criteria and validity assessment
• All articles needed to record some information related to health-access behaviour of doctors (for example, whether they had registered or consulted a doctor and the quality of the service they received) and/or a description of barriers that the doctors had experienced while accessing health care.
• All articles collected qualitative or quantitative data from medical practitioners (not students or allied health professionals) directly, through a survey, focus group, interview, or mixed methods (that is, both qualitative and quantitative methods).
Assessment of quality
An assessment tool was used to ensure studies were assessed in terms of their internal validity (identification of bias and confounding factors), 6 reporting quality, and reliability (external validity). 7 Criteria for questionnaire-based studies included having a response rate ≥40%. Although this is relatively low, this response rate was selected for this systematic review because medical practitioners are known to be difficult to survey. [8] [9] [10] Assessments for criteria and quality were made by two authors. Disagreements on inclusion were resolved by consensus.
Data abstraction and synthesis
Quantitative results were tabulated. Dominant themes were determined from the qualitative comments, and these were categorised and tabulated.
Statistical meta-analysis was inappropriate because of the heterogeneity of study populations, methods, and outcome measures.
RESULTS
Searches of the electronic databases and citations lists led to the inclusion of 26 articles (Figure 1 ) for this systematic review. Twenty-three surveys of medical practitioners were found (six of which also reported some responders' comments), and three qualitative studies. The details of these are set out in Appendices 1 and 2. A list of excluded papers and reasons for exclusion is available.
The data were gathered from many countries including seven from the UK, six from the US, five from Australia, two from Ireland, and one each from Canada, New Zealand, Israel, Finland, Norway, and Switzerland. Most studies used registration lists from medical boards or colleges to randomly select participants. Nine studies focused on GPs, and five focused on junior doctors. Most studies were postal surveys, although the qualitative studies relied on focus groups and interviews (Appendices 1 and 2).
Data quality
The three qualitative studies were rated as highquality studies meeting at least six of the seven quality criteria. 6 The quality of the surveys, however, was affected by several factors: in the majority of cases insufficient information was available to assess the questionnaire form (given to the physicians), instructions, administration, and M Kay, G Mitchell, A Clavarino and J Doust
How this fits in
This review presents the current data on doctors' healthcare access. Recognising gaps in knowledge will help focus future research projects.
Comparison of the health-access behaviours of doctors with those of the general community is encouraged. previous piloting of the measures used. 7 Low response rates, retrospective self-reporting (without objective verification of data), and incomplete data available on non-responders also affected quality. Although some studies collected demographic data of the non-responders, it was not possible to obtain information regarding their healthcare access. Table 1 shows that between one-fifth and nearly all responders were registered with a GP. This disparity reflects the different national health systems associated with each study. Some systems require compulsory patient registration with a GP, for example the NHS of the UK. Therefore, studies from the UK would be expected to have a greater than 90% registration ( Table 1 ). The study populations also varied with regard to the specialties, age, and sex of the medical practitioners surveyed, and these factors may account for the differing responses reported. Choosing a GP is a complex process, often fraught with difficulty for doctors. [11] [12] [13] [14] Female doctors were more likely to describe difficulty with this, 10 but were more likely to find an independent doctor. 15 Many doctors do not choose a GP who is independent (that is someone who is not a close friend or relative, including spouse, and who is not a practice partner) ( Table 1 ). Regardless of whether or not they have a GP, most doctors are satisfied with their health care.
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Do doctors go to the doctor?
Some studies described how often doctors consulted other doctors, either formally or informally. This review used Pullen's definitions of formal and informal consultations. 9 That is 'in a formal consultation, the doctor sees his or her colleague as a usual patient would. An informal consultation may occur in passing; for example, as a "corridor consultation"'. 9 Between 24% and 87% of responders stated they had consulted a doctor within the last year ( Table 1 ). The higher rates probably included informal consultations with colleagues, although this was not clearly stated in some studies. Informal or 'corridor' consultations appear to be more common than formal care. 16, 17 Over one-third of doctors used corridor consultations. 17, 18 Even when the consultation was formal, the doctor may not have consulted their usual doctor. Two studies found that doctors with a GP were more likely to have received preventive health care; 8, 19 however, having a GP does not always ensure better health access for all medical conditions. Hypothetical vignettes showed that having a GP predicted an appropriate treatment choice in relation to physical health, but not for mental health issues. 10, 17 Doctors with a chronic illness were less likely to access formal health care, 18 even though they may be more likely to have a GP, 17, 19 although the data are conflicting. 18 A sex difference in relation to consultation with a doctor was also evident. Female doctors consult other physicians more frequently than male doctors, 9, 12, 20, 21 although this may reflect a tendency to access more informal care, especially if they had a medical spouse.
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Self-treatment
Between one-quarter and almost all doctors reported 'self-treatment' (Table 1 ). Most doctors felt that it was acceptable to self-treat, especially for minor illnesses. 10, 22 The variation in these reported percentages of self-treatment may lie in the definition of what constitutes 'self-treatment'. This was not clearly defined in the majority of the studies. Selftreatment was more common for GPs than specialists.
9, 23 Rosvold and Bjertness reported that even if a doctor had consulted another doctor within the past 3 years (68%), 76% still self-treated.
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Barriers Table 2 lists the barriers reported by doctors. To facilitate interpretation, these barriers are grouped into categories and subcategories as described in Feel a failure as should be able to cope 11, 13, 14 Worried illness may be trivial [10] [11] [12] [13] [14] 24 Worried self-diagnosis or treatment might be wrong 13 Worried about imposing on another busy doctor 13, 20, 22, 24 Mental health issues 9-13, 16, 24 Time Time 10, 12, 13, 17, 20, 22, 24, 32 Cost Fees 18, 20, 31, 32 Inadequate insurance (health, disability, business) 14, 23 Personality Locus of control 19, 26 Specialty Specialty practice of physician 19 Who Not easy to find the right doctor [10] [11] [12] [13] [14] 24 Lack of regular source of care (GP) 12, 13, 19 Already satisfied Already satisfied with own care (no need for GP) 10, 12, 13, 17 Fear Loss of control 11, 13, 22 Awareness of implications Getting future insurance 11, 13 Awareness of burden on colleagues and patients 11, 13, 14, 22 Knowledge Awareness of limitations of the medical system [11] [12] [13] 18 Easy to justify symptoms as insignificant [11] [12] [13] 22 Provider Confidentiality General concerns 8, 10, 11, 17, 23 Doctors might discuss care with peers 8, 19 Staff might find out personal information 13 Workplace may receive confidential information 13 Quality of care Poor medical care 10, 11, 13, 20, 22, 25 Failure to be treat doctor-patient like a normal patient 11, 22, 31, 32 Failure to recognise specific needs of doctor-patient 11, 13 System Culture Pressure from doctors to be healthy 10-14, 25, 32 Pressure from community to be healthy 11 Self-treatment OK 10, 22 Partners/peers tend not to intervene [11] [12] [13] [14] 22 Lack of normal cues to health seeking 11, 14, 24 Structure No locums 13, 14, 20, 25 Long hours of duty 11, 13, 24, 32 Lack of medical training on seeking health 12, 13, 25 care as a doctor and treating doctors a Articles that describe the barrier listed. specifically related to the doctor-patient seeking health care. The 'Provider' category details the barriers predominantly under the control of the provider of the medical care. The 'System' category reflects barriers within the medical system itself. Although these system barriers may be expressed in the individual behaviours of a patient or provider, they are barriers that are difficult for any individual to alter without the system itself changing.
Patient category
Embarrassment. Embarrassment was a recurrent theme identified in a number of articles. Davidson and Schattner found that 71% of doctors described themselves as embarrassed when seeing another doctor. 10 However, the term 'embarrassment' is used by doctors to reflect many different experiences. McKevitt and Morgan clarified this, explaining that some doctors used it to refer to their general discomfort with the patient role, while others were expressing more specific concerns, for example, that their treating doctors might think they were overreacting to a trivial illness. 11 The 'sense of duty' felt by the doctors was considered an internalised expression of this embarrassment. 11 Many doctors described concern (embarrassment) that they should not impose upon another doctor's time, especially if the illness was a trivial one. 10, 13 Shadbolt reported that 70% could only justify seeing a doctor if they were really ill. 24 Up to one-third of doctors stated they had a condition that they felt they should consult a doctor for, but had not done so because they were a doctor themselves. 9, 13, 24 Other doctors worried that their own diagnosis or treatment would be found to be wrong if they sought medical help. 13 Embarrassment was reported to be more prominent for mental health problems.
12,13,25 Doctors were also more reluctant to seek help for 'less-defined' illnesses, such as stress, sexual difficultly, and alcohol dependence. 9, 10, 12, 13, 17 Some of the barriers identified were derived from doctors responding to hypothetical vignettes rather than actual experiences. 9, 10, 16, 17, 25 Time and cost. Lack of time was commonly reported as a significant barrier (Table 2) . Cost was a more complex barrier, involving both direct and indirect costs, including fees charged, time off, and access to disability and business insurance cover. Cost remained an important barrier to healthcare access, even though physicians may be in the upper socioeconomic group.
Personality factors. Personality issues were independently related to accessing health care. 19, 26 Considering three health locus of control domains, a physician who has a strong belief that a physician can help is more likely to have a GP. A physician who has a high chance locus of control is less likely to have a GP, and a physician who has a strong belief that health is under their control is also less likely to have a GP. 19 The specialty practice of the doctor may also affect health access. Gross et al found that paediatricians and psychiatrists were more likely to have a GP, compared to surgeons and pathologists. 19 Medical knowledge. Having special knowledge in the health field affects doctors' health access. This knowledge enhances doctors' understanding of the potential implications of symptoms and the ways in which illness might have an impact upon different aspects of practice, including qualifying for insurance and remaining registered. 11, 13 Doctors are also aware of how an illness and its treatment is likely to have an impact on their work (for both their colleagues and their patients), 11, 14, 23 even before the illness is diagnosed. Medical knowledge enables doctors to justify their symptoms as 'insignificant'. When doctors' reluctance to seek health care for minor illness is coupled with this tendency to rationalise symptoms as minor (trivial) conditions, the potential seriousness of this barrier is recognised. [11] [12] [13] 22 Medical knowledge also makes doctors more aware of the limitations of medical care. Awareness of the history of medicine, together with the recent emphasis on evidence-based medicine within the medical literature, highlights the lack of evidence for many diagnostic and treatment procedures. 27 This encourages scepticism in the doctor-patient, and sometimes this scepticism may be expressed as a lack of compliance, 18 just as it is in the general community.
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Provider category
The provider determines how confidential health information will remain, and this was a key issue. Confidentiality can also be considered an umbrella term reflecting different fears regarding how personal details will be handled in the medical setting. Doctors may be very aware of the limitations to confidentiality within a system where obligatory legal requirements for reporting and the closeness of social networks can make confidentiality difficult to assure. 8 Having a professional partner as a GP further complicates this issue. 13 Anxiety about confidentiality is greater for those with mental health problems. 10 The provider also determines the quality of care provided, and it is concerning to see how frequently the personal experience of poor medical care was reported. 11, 20, 22 This is consistent with the many personal accounts of doctors seeking health care. 29, 30 A negative experience may reduce the future health access for the doctor-patient.
System category
Structural issues. Specific structural problems within the healthcare system were identified. The long hours of duty and difficulty accessing locums simply made it physically difficult for the doctor to access care. [11] [12] [13] 24 Doctors also lacked training in how to access appropriate self-care and how to treat their peers (in both formal and informal settings). Qualitative data showed that the doctor-patient expected to be treated like a 'normal' patient, yet the treating doctor often failed to satisfy this expectation. 11, 22, 31, 32 Cultural issues. Underlying many of the aspects of doctors' health-seeking behaviours identified was the culture of medicine and medical socialisation. For example, doctors commonly faced intense pressure to be healthy or to control their own illness. This pressure came from both medical colleagues and the community ( Table 2 ). Self-treatment was actively encouraged by peers, 10, 13, 20 and it is not culturally appropriate to acknowledge illness in a peer. 11, 13, 14 Rosvold and Bjertness found that one-quarter of doctors hide their illness from colleagues. 12 Corridor consultations were accepted practice, and fostered self-treatment.
12,24
DISCUSSION
Summary of main findings
This systematic review describes the current knowledge of doctors' health-access behaviours and the barriers they experience accessing health care. Firstly, this review demonstrates that very little information is available, despite the importance of this issue for doctors' health. Secondly, collation of these data enables comparison between doctors' health access and that of the general community.
Strengths and limitations of the study
It should be noted that despite the different styles of studies (descriptive and qualitative), the different populations studied, and the different countries where the data were collected, there was a high level of concordance in the health-access experiences described by doctors. The diversity of the study populations (different countries, specialties, age groups, and sex) also improves the generalisability of the data.
A number of the articles reviewed are relatively old. Ten papers are over a decade old. Many of these articles are still regularly cited and continue to inform the current debate on doctors' health. The two most recent studies in this review report similar findings to the earlier studies. 21, 33 Uallachain surveyed younger doctors, who may have been exposed to more education about self-care in their training, yet the results are similar. 21 The quality of the data does limit the conclusions that can be made. Imprecise definitions within the studies affect the interpretation of the results. Selective reporting of comments from the questionnaires may have caused potential reporting bias (Appendix 2). Care should also be taken when accepting hypothetical data, because doctors report how they should access health care differently from how they actually access health care.
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Comparison with existing literature
Health access for doctors and the community. Having a GP enhances the opportunities for both doctors and the general community to access preventive health care. 19, 35 Professional colleges and registration boards recognise this advantage when they encourage doctors to have their own GP. [36] [37] [38] However, this review reveals that health access is far more complex than just having a GP. Most doctors who have their own GP still self-treat and access informal health care. This is not surprising when we acknowledge that self-treatment and informal care have always been a normal part of the pathway to formal health care for all. This issue has been well described for the general community within the context of the lay referral pathway. 39 Understanding doctors' health-access behaviours in this broader context makes it evident that simply encouraging doctors to have their own GP is not enough to improve healthcare access; it is only the first step.
Barriers. The data show that the barriers that doctors describe are also similar to those experienced by the general community, especially once other social determinants of health (for example, financial, physical, and education barriers) are considered. 40 Most people who do not have a GP simply do not believe they need one, 35 and it is possible that since most doctors are satisfied with the care they receive, 17 many doctors may not believe they need a GP. Lack of time and cost issues are common concerns for the general community as well as doctors (Table 2) .
Embarrassment is a common concern for all patients. For doctors, this may be complicated by concern about imposing upon a colleague and the potential exposure of error in self-diagnoses and treatment. These are complex issues, and the use of umbrella terms such as 'embarrassment' in surveys makes interpretation of such data difficult. Being worried that the problem might be trivial is also a concern for patients, 41 although the magnitude of this barrier for doctors may be greater. Confidentiality is another important issue for both the community and doctors, especially in relation to mental health issues. 42 Most studies show that the barriers that doctors experience are more severe for those with mental health problems, just as they are for the general community. 43 The qualitative data emphasise the importance of the system barriers that reduce health access for doctors. System barriers are very difficult for any individual doctor to conquer alone. They need to be addressed by the profession as a whole. Some structural barriers are currently being addressed effectively. For example, the European Working Time Directive is ensuring safe work hours throughout the European Union. 44 Considering the system barriers, the acculturation process is especially important in doctors' health access. These cultural barriers are the most difficult for the individual doctor to address. Acculturation begins in medical school. 45, 46 Barriers are created when role models fail to normalise health access, and systems propagate the stigma of illness for doctors. 47 Cultural change is needed. It is only when it becomes acceptable (culturally normal) for a doctor to seek health care for physical and mental health problems that health access will improve.
Educational programmes have been developed to improve doctors' health. These include training in selfefficacy, 48 and peer group support. 3 Continuing medical education has also been reported to be a protective factor for burnout. 49 Many programmes focus on reducing the stress that doctors experience and on the individual doctors' response to their health. They are often regarded positively by the participants, 50 although there are limitations. 51 Certainly, there is little evidence to suggest that these programmes effectively address health-access barriers, and given the systemic nature of the barriers this is not surprising.
Implications for future research
This review highlights a significant gap in current knowledge of an important aspect of doctors' health -the health-access behaviours of doctors. Further research targeting the understanding of doctors' health-access behaviours is encouraged. Presenting future research within a broader context will add an important perspective to the doctors' health literature.
